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Fast Pathway Slow Pathway
Pre-RFA RT FRP CT RT FRP CT
Control 271 ± 22 430 ± 30 161 ± 12 198 ± 14 462 ± 22 273 ± 15
Facilitation 228 ± 25 391 ± 17 132 ± 9 131 ± 15 421 ± 20 231 ± 11
P value 0.003 00007 0.0006 <0.0001 <00001 0.0006
Fast and slow pathway properties were enhanced by facilitation in all pa-
tients. Facilitation significantly decreased the minimal RT. FRP and CT of both
pathways (see table). The window of test impulses over which slow pathway
conduction was observed was significantly increased by the facilitation pro-
tocol (81 ± 17 vs 110 ± 23 ms. p = 0.04) and in four patients facilitation
unmasked dual AV nodal physiology and resulted in AVNRT induction. The
effect of facilitation on fast pathway CT persisted after RFA but changes in
minimum RT and FRP were not observed. Conclusions:
1) Facilitation enhances AV nodal fast and slow pathway function and pro-
motes the induction of AVNRT.
21 The effects of facilitation on fast pathway function are attenuated fol-
lowing slow pathway ablation.
Cyclical Variation in the Occurrence of
Paroxysmal Supraventricular Tachycardia in
Female Patients
Day7 Day 14 Day 21 Day 28
Heart Rate 72± 9 73 ± 13 76 ± 9 76 ± 14
No episodes 28 25 36 49'
Duration 12 ± 14 12 ± 11 21 ± 14 27 ± 11'
Class Lawn >2 3 3 2 9'
Decreased heart rate variability. a manifestation of reduced tonic vagal ac-
tivity. has been reported following radiofrequency catheter ablation (RFCA)
for AV nodal reentrant tachycardia (AVNRT). Disruption of parasympathetic
fibers in the posteroseptal region is the proposed mechanism. Baroreflex
sensitivity (BRS). an index of reflex vagal activity. has not been evaluated in
patients with AVNRT. We studied BRS prior to and immediately following
RFCA in 20 patients with AVNRT(age 13-65 years, mean 42; 15 females. 5
males). Fourteen patients with atrioventricular reentrant tachycardia (AVRT)
and free wall accessory pathways (age 14-46 years. mean 25; 6 females. 8
males) were evaluated as controls (RFCA site far from posteroseptal region I.
BRS (msec/mmHg) was assessed with continuous femoral artery blood pres-
sure (BP) and ECG recordings during the bolus administration of phenyle-
phrine (400 I-'g). BRS was calculated as the slope of the change in cycle
length vs the change in systolic BP during the first sustained rise in BP. At
baseline. prior to RFCA. mean BRS for patients with AVNRTwas significantly
less than for patients with AVRT (8.3 ± 5.9 vs 22.1 ± 10.3; P < 0.0002). This
difference remained significant when controlled for age (p < 0.0002) and
male gender (p < 0.0003). but not for female gender (p < 0.09). Following
RFCA there was no significant change in BRS for patients with AVNRT (9.3
± 7.6) or AVRT (17.3 ± 9.6) compared to pre-RFCA values. This comparison
remained insignificant when controlled for age or gender. These results sug-
gest that in the baseline state, patients with AVNRT have lower reflex vagal
actiVity than patients with AVRT. Reduced reflex vagal activity may contribute
to the development of sustained AVNRT in patients with dual AV nodal phys-
iology. RFCA did not alter BRS in either patient group.
'p < 0.05 Day 28 compared to day7
A significant positive correlation was found between plasma concentra-
tions of progesterone and number and duration of SVT (r2 = 0.81. P < 0.05
and r2 = 0.78. P < 0.05, respectively) while a significant inverse correlation
was found between plasma concentrations of estradiol 17fJ and number an
duration of SVT (r2 = -0.91. P < 0.05. r2 = 0.67, P < 0.05. respectively).
In conclusion female pts with SVT and normal menses exhibit a cyclical
variation in the occurrence of the episodes of SVT with their menses and a
close correlation between the episodes of SVT and the plasma concentra-
tions of ovarian hormones. These data suggest that changes in plasma levels
of ovarian hormones (and their balance) may be of importance in determining
episodes of SVT in such patients.
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The aim of the present study was to assess the presence of cyclical vari-
ations of episodes of supraventricular tachycardia (SVT) in female patients
(pts) and to correlate their occurrence with the cyclical variation in the plasma
levels of ovarian hormones. The study population included 26 (mean age 36
± 8) female pts with episodes of SVT. included in the study were those with
at least 3 episodes of SVT in 2 consecutive ambUlatory ECG monitoring and
regular menses (AEM). Thirteen patients (mean age 32 ± 6) met the study
criteria and entered the study. Pts underwent 48 hour AEM and determina-
tion of plasma concentrations of estradiol 17fJ and progesterone on day 7,
14,21 and 28 of their menstrual cycle.
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Fast-slow (Uncommon) Form of Atrioventricular
Nodal Reentrant Tachycardia (AVNRT): New
Classification Based on the Site of the
Retrograde Slow AV Nodal Pathway
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During fast-slow (uncommon) form of AVNRT. anterograde conduction oc-
curs over the fast pathway (located at the anterior septum) and retrograde
conduction occurs over the slow pathway (located at the posterior septum).
Thus, in this variety of AVNRT retrograde atrial activation occurs first at or
near the orifice of the coronary sinus (CSOS). then at the low septal right
atrium (LSRA) in the His bundle recording site. However, retrograde slow
pathway may possibly be located at the anterior septum; in such a case. ac-
tivation of the LSRA would be earlier than that of the CSOS. To investigate the
retrograde atrial activation, 12 pts with fast-slow AVNRT (cycle length; 305-
535 ms)were studied while recording the electrograms of the CSOS and the
LSRA.ln addition, to investigate the location of the anterograde fast pathway,
programmed atrial stimulation was done from the CSOS (or proximal CS) and
the anterior high right atrium (HRA) during AVNRT. In all pts reentry using
concealed accessory pathways with long conduction times was excluded.
Results: In 6/12 pts CSOS activation during AVNRT preceded the LSRA ac-
tivation by ~10 ms (posterior type). in 3/12 pts LSRA activation preceded
the CSOS by ~10 ms (anterior type); in the remaining 3 pts (middle type)
those two sites were activated simultaneously (time difference ~5 ms). In
pts with posterior and middle type AVNRT. HRA stimulation during tachycar-
dia preexcited the His bundle and the ventricle via the fast pathway without
capturing the CSOS (i.e .. inter-atrial dissociation) but the dissociation was
not elucidated with CSOS stimulation. indicating that the anterogradely con-
ducting fast pathway is anterior to the retrograde slow pathway. In pts with
anterior AVNRT. CSOS stimulation (but not HRA stimulation) demonstrated
the inter-atrial dissociation. establishing that the anterograde fast pathway
is posterior to the retrograde slow pathway. In 6/6 pts with posterior and 3/3
pts with middle type AVNRT. P waves in inferior leads were deeply negative,
but in 2/3 pts with anterior type AVNRT, P waves were biphasic or shallow.
Conclusions: Fast-slow AVNRT could be divided into 3 types based on the
slow pathway location (posterior, middle Or anteriorl. In anterior type fast-
slow AVNRT. radiofrequency ablation using a posterior approach may fail to
eliminate the slow pathway.
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